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Executive Summary 
 
 
Study Description  
 
Horizons, in collaboration with CARE International and Family Health Trust, conducted a quasi-
experimental intervention study to determine which care and support needs of people living with 
HIV and AIDS and their families could be met by trained youth, and to establish whether youth 
engaged in formalized care and support activities would increase their adoption of protective 
behaviors or reduce the stigma faced by members of AIDS-affected households.  
 
The study was conducted in semi-urban and rural communities in two provinces of northern 
Zambia located 700 to 1,000 kilometers from Lusaka. Thirty clubs in Luapula Province served as 
intervention sites; an equal number in Northern Province served as comparison sites.  
 
All 60 clubs in both intervention and comparison areas received basic training in club management 
and HIV prevention, as well as materials for recreational activities (e.g., footballs, netballs, drums). 
Clubs in the intervention area also received enhanced training in care and support, with an 
emphasis on how to network with existing resources and services, such as NGOs, programs for 
orphans and vulnerable children (OVC), clinics, and home-based care (HBC) teams.  
 
In the intervention area, 300 youth club members received training in care and support according to 
a locally generated curriculum covering a wide variety of topics relating to the needs of HIV-
positive people and their families, including a field component and follow-on training and support. 
Each club received two bicycles to help with transport needs, and a regularly replenished care kit 
containing items to help the caregivers treat sores and prevent infections. 
 
Quantitative surveys and qualitative data collection exercises were carried out before and after the 
intervention. Participatory dissemination workshops were conducted with club members and 
stakeholders to shed light on the emerging results.  
 
 
Key Findings 
 
Caregiving activities among youths increased in the intervention area.  
 
At the first survey round, almost half of both males and females in both areas reported that they 
recently provided care to a family member or neighbor with a chronic illness. Little change in care 
activity by respondents was documented in the comparison area at follow-up, while the proportion 
of youth in the intervention area reporting that they provided care to someone with HIV or AIDS 
almost doubled by the second survey. For example, club members in the intervention area 
providing care increased from 47 percent to 82 percent for males and from 41 percent to 78 percent 
for females (p < 0.05).  
 
1 
 Although high at the first round, trained youth caregivers’ comfort level in providing care to clients 
living with HIV and AIDS increased, with females reporting the greatest gains (72 percent to 91 
percent, p < 0.05) compared to males (81 percent to 90 percent, p < 0.05). By the follow-up survey, 
intervention area club members reported that they conducted one to two visits per week to families 
affected by HIV and AIDS, with females caring for an average of approximately four HIV-positive 
clients and four OVC and males caring for an average of four HIV-positive clients and five OVC in 
the last three months. In the comparison area, youths reported caring for fewer than two HIV-
positive clients and OVC.  
 
 
Male and female youth caregivers successfully provided a wide range of services but 
were unable to meet basic material needs. 
 
Youth caregivers reported that they were most able to provide help with cleaning, nursing care, 
counseling, and making clinic referrals, and clients reported satisfaction with these services. 
However, both youth caregivers and clients reported dissatisfaction with the youth’s inability to 
meet material needs, including food, medicine, and transportation.  
 
Contrary to early concerns that youths would only do tasks according to expected gender roles, 
researchers found that trained male and female caregivers provided similar kinds of care-giving 
services, including counseling and housework. Although same-sex caregivers were required for 
bathing, the only other activity in which a gender difference appeared was in contacting external 
organizations for assistance, which was reported by a greater proportion of males.  
  
 
OVC emerged as a key concern for adult clients and caregivers.  
 
The study originally focused on meeting the needs of adult clients, but trained youth caregivers 
soon began reporting that children in the homes they were visiting also required care and support. 
As a result, the intervention was expanded to include the specific needs of OVC. The youth 
caregivers were trained to involve OVC in recreational activities to reduce their sense of isolation, 
to contact schools to make sure that their needs are recognized, and to make referrals to NGOs 
working with OVC in cases when necessary.  
 
 
Caregivers and clients felt positive about the program. 
 
Male and female caregivers alike appear to have been well received by the clients; trained youth 
caregivers reported that, over time, clients grew friendlier and requested more visits. Reported 
increases in disclosure of HIV status to them by clients indicated a growing level of trust for the 
youth caregivers. Trained youth caregivers reported a number of benefits, including achieving 
satisfaction from serving their communities, gaining the respect of communities and leaders, 
increasing their own knowledge and skills, undertaking income-generating activities, and achieving 
a new status that permitted access to institutions and services. Some also said that the caregiving 
activities had provided them with the motivation to change their own sexual behavior. Despite the 
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benefits of the program, youths said they experienced emotional distress when caring for clients 
and OVC with needs that were beyond their capabilities, such as dealing with rejection and family 
disputes, funeral arrangements, or severe food shortages. 
 
 
Youth in the intervention area increasingly believe that they are at risk of HIV 
infection. 
 
During the course of the study, youth in the intervention area became significantly more aware that 
they are potentially at risk of HIV infection. In the intervention area, the proportion of males who 
believed that they were not at risk of infection dropped sharply from 76 percent to 31 percent (p < 
0.05), and from 89 percent to 41 percent among females (p < 0.05). Smaller declines were apparent 
in the comparison area, where youth also received prevention training (males: 61 percent to 51 
percent; females: 67 percent to 62 percent, NS). Discussion at the dissemination workshops 
revealed that the greater change in perception of risk in the intervention area could be attributed to 
respondents’ enhanced awareness of the consequences of HIV through increased contact with 
clients, some of whom were close to their own age. 
 
Perceptions of who is at risk of HIV infection changed in the intervention area, as youth 
increasingly recognized that females are more vulnerable (males: 61 percent to 74 percent, p < .05; 
females: 50 percent to 69 percent, p < 0.05). There was no statistically significant change in the 
comparison area, although baseline levels were similar. 
 
 
Youth reported high levels of abstinence. 
 
Recent sexual activity among anti-AIDS club members was low, with high levels of reported 
abstinence (including secondary abstinence) among males and females. At the first round, 64 
percent of males and 88 percent of females in the intervention area reported that they had not had 
sex during the three months preceding the survey, and this did not change significantly at the 
second round. Among respondents who said that they had had sex during this period, most of them 
(68 percent of males, 90 percent of females) claimed to have had only one partner, with no 
significant changes at follow-up. In the comparison area, 79 percent of males and 90 percent of 
females said that they had not had sex in the three months preceding the survey. Of those who had 
sex during this period, 74 percent of males and 100 percent of females reported that they had one 
partner.  
 
 
Peer pressure and gift giving influence risk behaviors. 
 
As with many young people, respondents in this study indicated that peer pressure is an important 
influence on risk behaviors, including alcohol and drug consumption and having a boyfriend or 
girlfriend. Both males and females mentioned the exchange of sex for gifts as an added pressure on 
young people, allowing them to acquire food or money for their family or luxuries (such as body 
lotion) for themselves. For example, in the first round, 6 percent of males and 16 percent of 
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 females in the intervention area, and 11 percent of males and 13 percent of females in the 
comparison area had exchanged sex for gifts. Participants in the dissemination workshops 
corroborated the existence of sexual exchange by females and males, and cited examples of boys 
pressured into sex with older women, often businesswomen. They also felt that orphans might be 
particularly vulnerable to forced sex and highlighted the need to raise the issue of forced sex within 
the extended family.  
 
 
Reported condom use increased only among trained youth caregivers, although it was 
already high in both areas.  
 
Among the youths who reported that they had had sex, ever-use of condoms was similar between 
the two study areas at baseline, but increased significantly only in the intervention area: among 
males from 61 percent to 81 percent (p < 0.05), and among females from 67 to 81 percent (p < 
0.05). Among those who reported that they had ever used a condom, reported condom use at last 
sex was high and changed little, fluctuating at around 80 to 90 percent of males and females.  
 
Although the youths felt that their knowledge of condoms improved through the prevention 
training, and their motivation to protect themselves from HIV increased through the care and 
support activities, club members at the dissemination meetings revealed that condoms are still used 
inconsistently, reflecting respondents’ limited ability to get condoms and some respondents’ 
negative views of condoms within long-term relationships. These barriers call into question the 
accuracy of the high reported rates of condom use.  
 
 
Youth in the intervention area increasingly acknowledged joint responsibility for 
providing a condom. 
 
At baseline in the intervention area, 84 percent of males and 74 percent of females believed that 
supplying a condom should be the responsibility of males, and the frequency of this response 
dropped significantly by the second round (to 58 percent of males and 54 percent of females, both 
p < 0.05) as youth recognized that condoms are a joint responsibility. Little change in this indicator 
was observed in the comparison area, where approximately 70 percent of all respondents at both 
survey rounds said that supplying a condom was a responsibility for males. 
 
 
Anti-AIDS club members report that they have changed their behavior. 
 
In both study areas, youth were asked whether they had changed their behavior since joining the 
anti-AIDS clubs. Youth in both intervention and comparison areas reported statistically significant 
increases in ever-use of condoms and restricting sexual activity to one partner. Although these data 
may not reflect the same trends as the indicators above, they may represent respondents’ intentions 
to change and improved prevention awareness. In the intervention area, there was a significant 
increase (although overall levels were low) in males and females who reported asking their partner 
to be faithful, indicating enhanced partner communication, while youth in the comparison area 
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remained virtually unchanged. At the dissemination workshops, the participants explained that 
being a member of an anti-AIDS club was a great motivation for behavior change, and that the 
behavior of club members was qualitatively very different from that of their non-club member 
peers.  
 
 
There was no change in stigmatizing attitudes among trained youth caregivers, who 
already felt positively toward people living with HIV and AIDS.  
 
Almost all indicators used for stigma showed high levels of acceptance of people living with HIV 
and AIDS by youth in both study areas and survey rounds, with no gender differences, and this was 
not increased or eroded at follow-up. Most youths said they would feel comfortable about shaking 
hands with, using the same plate as, or working with people living with HIV and AIDS. The only 
indicator that dropped significantly was whether people living with HIV and AIDS deserved 
compassion, which fell among youth in the comparison area only, from 79 percent to 67 percent (p 
< 0.05). In the intervention area, where youth had closer contact with people living with HIV and 
AIDS, 90 percent of youth felt that they deserved compassion, which was maintained at 91 percent 
at follow-up. 
 
 
Trained youth caregivers report a decrease in perceived community stigmatization of 
families affected by AIDS. 
 
In the first survey round, approximately one-fifth of youth in both study areas said that people 
living with HIV and AIDS are treated badly in the community. Examples cited in the dissemination 
workshops included verbal abuse, isolation, rejection, rumors, and gossip, which were felt to be 
worse in the villages than the semi-urban areas. Quantitatively, the figures did not change at the 
time of the second survey, although some clients and youth caregivers felt that the program was 
beginning to make a difference. 
 
Our community is beginning to accept people living with HIV and AIDS since youth 
caregivers starting visiting; they are not as fearful as before. (Client, Kale Community) 
 
We have noticed that family members are beginning to take more interest in caring for 
relatives with HIV/AIDS. (Youth caregiver, Mantumbusa Community Club) 
 
When survey respondents were asked about families who have lost members to AIDS, there was a 
significant increase in the proportion of youth in the intervention area who felt they were treated 
the same as others by the community (64 percent to 78 percent; p < 0.05). No similar improvement 
was recorded in the comparison area. This shift may be due to specific advocacy activities 
conducted by trained youth caregivers to encourage support of AIDS-affected families, as well as 
increased visibility of the program in the targeted communities (e.g., youth wore special aprons that 
identified the program) and involvement of village heads.  
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 Headmen go ahead of time to inform the community of our care and support activities. 
(Youth caregiver, Mutiti Basic School Club) 
 
Our village head gives us protection and if a problem arises, he is there to solve it. (Youth 
caregiver, Kampampi Basic School Club) 
 
 
Mutually beneficial partnerships with local community groups and institutions 
provided crucial elements of support and reinforcement to the activities of the youth 
caregivers.  
 
Local partnerships helped to address challenges experienced by youth caregivers, and provided 
support in problem-solving and community mediation. They also enhanced the credibility of the 
youth caregivers in the community by providing increased acceptance and support, which in turn 
reinforced youth motivation for their new responsibilities.  
  
 
Conclusions and Lessons Learned 
 
Discussions with caregivers and clients demonstrated that trained youth are able to meet a range of 
client and OVC needs, to the satisfaction of their clients, and that their efforts may be laying the 
foundation for decreased isolation and stigmatization of AIDS-affected families. The findings of 
this study suggest one way in which youth can be empowered to confront the realities of HIV in 
their own lives and their communities, and to confront the accompanying barriers of stigma, denial, 
and ignorance, while simultaneously serving as a resource to people in their communities who are 
living with HIV and AIDS. 
 
This study also demonstrated that NGOs and youth clubs working in relatively isolated rural and 
semi-urban areas can meet with positive and enthusiastic responses and high levels of participation. 
Providers seeking to replicate or scale-up this process should be sure to recognize the lessons 
learned from the implementation of this intervention, including the importance of involving 
community leaders and institutions, clear communication of the range of needs to be served by 
caregivers, and the need for ongoing monitoring and support for youth caregivers.  
 
 
Next Steps 
 
Horizons and partners are implementing an 18-month program to mobilize local resources and 
promote local management. The goal is to complete the transfer of program ownership to the 
community in order to sustain youth involvement in care and support activities. A particular focus 
of the continuing study is to further strengthen local partnerships and expand network linkages in 
order to promote community ownership and sustainability. 
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Introduction 
 
 
HIV and AIDS in Zambia 
 
According to recent Demographic and Health Survey (DHS) data, adult HIV prevalence in Zambia 
is 18 percent among females and 13 percent among males (age 15 to 49). Among young people age 
15 to 19, female prevalence is 6.6 percent and is 1.9 percent among males. HIV prevalence is 
generally more than twice as high in urban areas generally as in rural areas: 23 percent and 11 
percent, respectively. Areas particularly hard hit by HIV include the more urban areas of Lusaka 
and the Copperbelt region, but even the more rural areas are beginning to provide evidence for the 
rapid spread of HIV and AIDS. Recent DHS data for Luapula and Northern provinces, located 700 
to 1,000 kilometers from Lusaka, indicates HIV prevalence of 10 to 13 percent among women and 
6 to 9 percent among men (Zambia DHS 2003).  
 
Although a national survey of sexual behavior provides some evidence to suggest that high-risk 
sexual practices are on the decline (Zambia Central Board of Health et al. 2000), Zambia continues 
to bear a high burden of HIV infection. During 2001, there were an estimated 120,000 deaths 
attributable to AIDS-related illness, and an estimated 1,200,000 adults and children were living 
with HIV at the end of 2001 (UNAIDS et al. 2002).  
 
 
Care and Support in Zambia 
 
The multiple care and support needs of people living with HIV and AIDS vary according to many 
factors, including stage of illness, personal responsibilities, number of dependents, residential 
location, socioeconomic status, level of stigma in community, and availability of health services. 
Their needs include assistance with such domestic chores as cooking, cleaning, laundry, and 
fetching water or firewood, and with such personal tasks as bathing, dressing wounds, help with 
exercise, and help with transport to health clinics.  
 
A recent national survey indicated that fears of stigma are apparent in Zambia: 38 percent of men 
and 39 percent of women said that if a family member were HIV-infected, they would want to keep 
it a secret. Furthermore, willingness to care for a family member with HIV was high in all areas, 
especially among urban respondents (Zambia Central Board of Health 2000). Thus, most of the 
burden of care for people living with HIV and AIDS falls to household and family members. 
 
To support household and family members, communities are seeking new ways of responding to 
the needs of people who are HIV-positive, their households, and their dependents. A Situation 
Analysis exploring how HIV and AIDS affect women in urban and rural Zambia (Ndola and 
Kaoma districts) revealed that although women and girls provide most caregiving, they are poorly 
equipped to carry out this responsibility, due to their limited earning capacity and low social and 
educational status. A cross-sectional survey revealed that one quarter of the 997 women 
interviewed knew of someone living with AIDS, and 62 percent knew someone who had died of 
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 AIDS. Thirteen percent were currently caring for or had cared for someone with AIDS, and 21 
percent of women knew of someone giving care. The most commonly mentioned sources of 
external support for people living with HIV and AIDS and caregivers were the family and the 
Church, but focus group discussions revealed that different actors, including workplaces, 
government bodies and NGOs also have roles to play in providing physical and emotional support 
(Macwan’gi, Sichone, and Kamanga 1994). 
 
 
Youth Anti-AIDS Activities  
 
Youth programs in Zambia have to date mainly focused on HIV prevention, often through the 
mechanism of anti-AIDS clubs in schools and communities. Anecdotal reports suggest that 
although knowledge and awareness of HIV and AIDS prevention are generally high among young 
people in Zambia (and particularly among members of anti-AIDS clubs), this is not necessarily 
reflected in their behavior or in their perception of risk. All schools in Zambia, from primary 
through secondary school, are required to form anti-AIDS clubs to give students the opportunity for 
involvement in HIV prevention education and related activities. School students join these clubs 
voluntarily, in order to learn more about HIV and AIDS and in turn to educate their peers, often 
motivated by seeing the effects of the epidemic in their own communities. Community anti-AIDS 
clubs represent a more diverse group of youth and address a broader range of social needs, 
including income generation. Club members act as role models and peer educators within their 
school or community. Clubs are led by patrons and matrons, who may be school teachers, clinic 
officers, or community leaders.  
 
Findings from formative research conducted as part of this study revealed that a common 
motivation for joining the clubs was that youth had seen many AIDS-related deaths in their 
community, and wanted to be informed so as to help others and take responsibility for themselves. 
Both school and community clubs conduct recreational and HIV/AIDS activities, including football 
and netball games, drama, “red ribbon” HIV awareness campaigns, and distribution of information 
and condoms. However, there has been little work to date by anti-AIDS clubs on addressing the 
care and support needs of people living with HIV and AIDS in their communities.  
 
Given the likelihood that many members are also helping to care for sick relatives without adequate 
training and support, building the capacity of young people to be a resource for their families and 
communities is a logical extension of the work of anti-AIDS clubs. In addition to providing care 
and support, fostering greater interaction between youth and people living with HIV and AIDS may 
also reinforce educational messages and help motivate young people to protect themselves from 
HIV infection. The impact of care and support training and involvement on the HIV risk behavior 
of these young people has not previously been studied.  
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Background 
 
 
Aims of the Study 
 
Horizons, in collaboration with CARE International and Family Health Trust, undertook a quasi-
experimental intervention study to examine the potential of trained members of anti-AIDS clubs to 
contribute to care, support, and stigma-reduction activities, and to determine the impact of their 
involvement in these activities on their HIV-related beliefs and behaviors. Specifically, the study 
aimed to: 
Identify which care and support needs of HIV-affected individuals and their families can be 
met by trained youth. 
• 
• 
• 
• 
Determine whether youth engaged in care and support activities contribute to reducing 
household- and community-level stigma.  
Identify ways to develop and sustain local capacity for involving youth in community care and 
support efforts. 
Determine whether the involvement of youth in care and support activities decreases the 
probability that they will engage in risk behaviors (See Figure 1 for linkages)  
 
 
Figure 1  Hypothesized linkages between caregiving and behavior change 
Caregiving increases youth’s direct 
interaction with PLHA 
Educational messages about the 
realities of HIV infection are 
reinforced 
Youth reflect upon the  
connections between factual 
prevention knowledge and  
personal behavior risks 
 
Youth develop more  
favorable attitudes toward  
protective behaviors and  
reduce risk behaviors 
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 Study Setting 
 
The study was conducted in semi-urban and rural communities in Luapula and Northern provinces. 
Thirty clubs in Mansa and Nchelenge districts in Luapula Province served as intervention sites; an 
equal number in Mporokoso and Kasama districts in Northern Province served as comparison sites. 
Zambia DHS data indicate that Luapula and Northern provinces in general can be considered 
broadly similar with respect to population structure, socioeconomic activities, and HIV prevalence. 
However, HIV prevalence is suspected to be slightly higher in the Nchelenge District of Luapula, 
where population mobility is high due to the fishing trade.  
 
Despite increasing reports of HIV and AIDS in the community, few organized community care and 
support activities existed in the study areas. One of the few local resources was a home-based care 
program under the auspices of the Catholic Diocese in Mansa District, which began training adult 
caregivers in Luapula Province in 2000.  
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Study Design 
 
The study began with a formative research phase in March 2000 that was conducted in Luapula and 
Northern provinces with anti-AIDS club members (age 13 to 24) and community members. The 
researchers used participatory methods (e.g., pair-wise ranking, body maps, secret ballots, picture 
stories, casual flow diagrams) and focus group discussions with young people and community 
stakeholders.  
 
Following the formative research phase, which revealed widespread support for youth involvement 
in care and support, 30 anti-AIDS clubs in Luapula Province (intervention area) and 30 anti-AIDS 
clubs in Northern Province (comparison area) were identified from among existing school and 
community clubs in rural and urban areas. Members of all 60 clubs received basic training in club 
management and HIV prevention using an adaptation of a curriculum developed by Family Health 
Trust, as well as materials for recreational activities (e.g., footballs, netballs, drums). Key topics 
addressed by the HIV prevention syllabus included local beliefs and practices, gender roles and 
relationships, and stigma. The club management training included aspects of leadership, 
membership recruitment and motivation, how to hold meetings, and how to write meeting minutes. 
 
Members of the 30 intervention clubs in Luapula also received training in care and support; in how 
to network with existing resources and services, such as NGOs, OVC programs, clinics, and home-
based care (HBC) teams; and in how to conduct stigma reduction activities. Care and support 
activities were not actively encouraged or supported in Northern Province. Table 1 summarizes the 
club activities in each of the study areas.  
 
 
Table 1  Club activities in the intervention and comparison areas 
 Intervention 
Luapula Province 
Comparison 
Northern Province 
Club management training ! ! 
HIV prevention training and material support 
(e.g., educational and recreational materials, 
condoms) 
! ! 
Care and support training and provision of kits !  
Networking and building partnerships with 
community care and support resources 
!  
Advocacy activities to reduce stigma and 
promote acceptance of youth caregivers 
! ! 
 
 
To assess outcomes, research staff conducted semi-structured interviews at baseline with a cross- 
sectional sample of club members from 16 of the 30 clubs in each area, chosen at random. These 
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 data were compared to data collected from a follow-up interview with a different cross-sectional 
sample of club members from the same 16 clubs in each area selected at baseline.  
 
 
Data Collection and Analysis 
 
Baseline data collection took place in March 2001, after the HIV prevention and club management 
workshops were carried out among all 60 clubs in the intervention and comparison areas (Table 2). 
The follow-up survey was conducted in September 2002, approximately a year after the care and 
support training for the 30 clubs in Luapula, the intervention area, was carried out. During each of 
the surveys, data were collected over a two-week period. Questionnaires were field-tested several 
times before use. The sexual behavior and HIV risk questions used were the same at baseline and 
follow-up, while the care and support section of the questionnaire was expanded considerably from 
the baseline version at follow-up, in order to examine the new youth care and support activities in 
greater detail.  
 
During baseline data collection, there was concern about the low number of female club members, 
and efforts were made to interview more females to reach the desired sample size of 458 each for 
intervention and comparison groups. It is possible that this may have slightly biased the sample, 
although it is unclear whether or how this has affected the results.  
 
Qualitative data were also collected throughout the study and managed manually by CARE. 
Researchers held focus group discussions and in-depth interviews with caregivers, club patrons and 
matrons. People living with HIV and AIDS and their family members were also surveyed for their 
opinions of the youth caregivers. 
 
Quantitative data were entered using Epi-Info and Epi-Data software. Data were imported into 
SPSS for analysis. Unless otherwise indicated, Pearson’s chi-square test of independence was used 
to determine significance. Results are considered statistically significant at or below the 0.05 level, 
and this is indicated by an asterisk (*). Where significance of a comparison between the two rounds 
of data is not indicated, this is because the questions differed between the two survey rounds. For 
example, at baseline club members were asked whether they provided care to someone with a 
chronic illness—a commonly used euphemism for HIV and AIDS—which changed at follow-up to 
whether they cared for someone living with HIV/AIDS, a transition that reflects respondents’ 
improved awareness. Only respondents age 13 to 25 were included in the analysis. Interviewers 
were recruited from the local area and trained in the survey methodology. 
 
As findings emerged, participatory dissemination workshops with the anti-AIDS clubs and 
stakeholder meetings were conducted in the four districts in order to shed light on the results.  
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Table 2  Study activities 
March 2000 Formative research 
HIV prevention and club management training 
March 2001 Commencement of care and support curriculum development with youths 
and stakeholders 
Baseline data collection 
August 2001 Training of 12 local health professionals as trainers 
September 2001 Training of 300 youth caregivers from 30 clubs and providing kits 
Field component: opportunity to visit clinics, VCT centers, and HBC 
programs 
November 2001 Follow-on training to ensure that every club member had the opportunity to 
be fully trained  
Start of ongoing training sessions to address specific needs and concerns 
raised by caregivers during the course of their work. 
September 2002 Follow-up data collection 
July 2003 Local dissemination workshops with stakeholders and youth club members 
 
 
Description of the Care and Support Intervention 
 
The care and support training curriculum for youth and trainers was generated from formative 
research and adapted to local needs and the specific needs of young people. Formative research 
findings revealed that young people from school and community-based anti-AIDS clubs were 
enthusiastic about receiving formal training in care and support for people living with HIV and 
AIDS, and were eager to volunteer their participation in this initiative. Discussions with 
stakeholders and community members indicated broad support for the idea, although they also 
revealed gender and cultural concerns. Local residents explained that certain activities were seen as 
predominantly female tasks, including fetching water, cooking, and cleaning. Activities perceived 
as more suited to male caregivers included liaising with clinics and schools and counseling people 
about behavior change. Reservations were also expressed about the appropriateness of young 
people reaching out to provide care to older people living with HIV. Youths voiced concern about 
whether their churches would endorse their participation and whether their parents would approve 
of these activities, especially if they took time away from other gainful activities. Local 
stakeholders, including club patrons, clinic officers, and HBC program staff, also reported that 
levels of ignorance, misconceptions, and stigma surrounding HIV and AIDS was high among 
community members.  
 
The first stage of the training process to better equip youth to provide care and support was the 
participatory development of a curriculum with youth and stakeholders in March 2001 (Box 1). 
The resulting curriculum covered a wide variety of topics, including HIV voluntary counseling and 
testing (VCT), stigma reduction, community- and home-based care, needs of OVC, children’s 
13 
 rights, and monitoring and reporting of care activities. During the caregiver training sessions, 
trainers were careful to highlight for discussion the gender and cultural issues surrounding 
caregiving and HIV prevention that were raised during formative research, and how to handle these 
issues in a culturally sensitive way.  
 
 
 
Box 1  Training curriculum modules 
 
Module 1: Facts About HIV and AIDS 
Module 2: HIV and AIDS-related Symptoms and Conditions  
Module 3: HIV and AIDS Counseling, Testing, and Referral 
Module 4: Community and Home-based Care and Support 
Module 5: Care and Support of Orphans and Vulnerable Children 
Module 6: Community Mobilization for Care and Support and Stigma Reduction 
Module 7: Implementing and Monitoring Youth Care and Support Activities  
 
 
During August 2001, 12 local health professionals received training in how to train anti-AIDS club 
members to provide care and support to clients using the curriculum. In September 2001, the youth 
training intervention commenced in earnest, covering 300 club members from 30 clubs in Luapula 
province. Training sessions included role-plays, presentations, discussion, life testimonies from 
people living with HIV and AIDS, and sharing of personal experiences of providing care.  
 
At the start of the training, all clubs in the intervention province received a care kit containing 
items to help the caregivers treat sores and prevent infections (gloves, disinfectant, soap, cotton 
wool, gentian violet, bandages), document their experiences and collect data (pens and notebooks), 
and reinforce their group identity as youth caregivers (bags, aprons, and badges). These care kits 
were replenished every three months to enhance motivation among caregivers. Clubs also received 
two bicycles for use by caregivers, to facilitate regular visits to clients and to help them convey 
clients to clinics. One key component of the training was a field activity enabling club members to 
gain first-hand knowledge of clinics, VCT centers, and an HBC program, in order to introduce their 
services and build rapport with health workers and inform their interactions with clients receiving 
their services.  
 
After two months, a session of follow-on training was conducted, during which the original 
training course was repeated to ensure that every club member had had the opportunity to receive 
training. Ongoing training and supervision sessions throughout the study gave the caregivers the 
opportunity to reflect on their role, and for trainers to address specific needs and concerns raised 
during the course of caregiving. These concerns included requests for more information about a 
variety of subjects, including nutrition, how to prevent TB infection, counseling, and conflict 
resolution for families in difficult situations.  
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Community Participation  
 
The nature of the program required the involvement of a wide range of stakeholders. A local 
advisory group was established to give inputs into the program design and management, and to 
advocate for community support. Members included representatives of the AIDS Task Force, the 
Ministry of Education, the Ministry of Community Development, Ministry of Health, NGOs, 
community leaders, local churches, and the Catholic Diocese.  
 
Right from the early stages of the study, researchers recognized the advantages of collaboration 
with local partners. Program staff worked with stakeholders to promote active collaboration 
between trained youth caregivers and local institutions, including health centers, adult home-based 
care teams, community leaders, and NGOs.  
 
Partnership with the Catholic Diocese home-based care program was of particular importance in 
the development of the youth care and support training. Adults trained in providing home-based 
care by the Catholic Diocese of Mansa worked closely with youth, providing them with on-site 
supervision, skills training, psychosocial support, and mentoring. In Nchelenge, where the Diocese 
did not have a program, the District AIDS Task Force provided support to youth caregivers. 
 
One of the key areas in which community support became essential was in the initial identification 
of clients who might appreciate the services of youth caregivers. The first referrals to the program 
came from the youth club members themselves, based on their knowledge of relatives and 
neighbors with chronic illness (a commonly used euphemism for suspected HIV or AIDS). As the 
study progressed and youth caregivers became more trusted, health providers, community 
members, and elders began to refer other people living with HIV and AIDS to the program.  
 
 
Study Limitations  
 
The quasi-experimental study design implies a number of limitations. For ethical reasons, the 
intervention could not be compared to a strict control group receiving no services. Instead, the care 
and support training was measured against a comparison group receiving a basic package of 
training in HIV prevention and club management. The use of a randomized design was not feasible 
due to the risks of contamination (spillover of interventions between members and between clubs) 
and the cost of following-up individuals.  
 
As part of the training, club members received very strong HIV prevention and education 
messages. Thus, the possibility remains that their answers to questions about risk behaviors were 
biased toward what they thought would be the “correct” answer. 
15 
 Results 
 
Profile of Respondents 
 
The age range of survey respondents analyzed was from 13 to 25 years, almost all of whom were 
single (Table 3). The two surveys were cross-sectional, separated by a period of 18 months. During 
this period, some new club members joined and some former members graduated from school and 
left club activities. The cross-sectional samples remain broadly comparable between both rounds. 
Community clubs were more stable in their membership than school-based clubs. 
 
Club members include youth who are themselves orphaned or living in households possibly 
affected by HIV and AIDS, as evidenced by the fact that only about half of the sample at both 
rounds lived with both parents.  
 
In Northern Province, nearly 50 percent of the respondents identified themselves as Catholic, 
compared with Luapula, where other denominations, including Seventh Day Adventists, 
Watchtower, United Church of Zambia, and Christian Missions in Many Lands, were more 
predominant. The Catholic Church has a much higher presence in the organization of local AIDS 
activities than other denominations.  
 
By the second survey round, respondents in the intervention province were more likely to have 
been club members for a period of at least 18 months than their counterparts in the comparison 
group (Luapula males: 49.8 percent; Northern males 32.5 percent; p < 0.05; Luapula females: 35.6 
percent; Northern females: 23.9 percent; p < 0.05). This implies that the intervention was 
associated with a higher retention rate of club members, who remained involved with club 
activities for a longer time period. 
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Table 3  Respondent sociodemographic profile (distributions in percent) 
 Males Females 
 Intervention 
Luapula 
Comparison 
Northern 
Intervention 
Luapula 
Comparison 
Northern 
 R 1 
n = 200 
R 2 
n = 280 
R 1 
n = 209 
R 2 
n = 269 
R 1 
n = 165 
R 2 
n = 216 
R 1 
n = 222 
R 2 
n = 218 
Mean age 
(years)a 
   18.0     18.7*     17.7    17.8 16.2 16.7 16.5 16.2 
Religious 
denomination 
        
  Catholic 29 27 46 41 26 29 44  33* 
  Other   71 75 54 59 73 72 49  66* 
  None   1   0   1   0   0   0   0    1* 
Currently in 
school 
75 73 85 81 90 90 92 90 
Single 94 90 97 92 99 97 98 95 
Living with  
both parents  49   36* 43   31* 52 50 56  40* 
 
aIndependent samples t-test used 
*p ≤ 0.05  
 
 
Involvement in HIV Prevention Activities  
 
Clubs in both intervention and comparison areas were encouraged and given support to conduct 
HIV prevention activities for members and outreach activities for non-club members, including 
educational dramas and condom distribution. Table 4 indicates that at baseline, reported youth 
involvement in these different types of activities was similar between intervention and comparison 
areas. Community outreach activities included one-on-one and group discussions, while lectures 
referred mainly to activities conducted within clubs or in school settings. By the second survey 
round, reported involvement in all types of activities had increased significantly among both males 
and females in the intervention area. In the comparison area, involvement had increased somewhat 
in a few selected activities (males: distribution of materials and condoms; females: lectures) but to 
a lesser extent. 
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 Table 4   Reported involvement with prevention activities in last 3 months  
 (mean frequency)a 
 Males Females 
 Intervention 
Luapula 
Comparison 
Northern 
Intervention 
Luapula 
Comparison 
Northern 
Activity type R 1 
n = 200 
R 2 
n = 280 
R 1 
n = 209 
R 2 
n = 269 
R 1 
n = 165 
R 2 
n = 216 
R 1 
n = 222 
R 2 
n = 218 
Peer  
education 
3.49 5.14* 3.09 2.75 2.13 4.09* 2.52 2.01 
Drama and  
role plays 
2.80 4.48* 3.11 3.44 1.71 3.06* 2.06 1.62 
Distributing  
educational 
materials 
0.54 3.64* 0.76  1.18* 0.52 2.04* 0.70 0.73 
Distributing  
condoms 
0.81 8.89* 0.69  2.72* 0.58 5.32* 0.60 0.80 
Community 
outreach 
1.99 6.77* 1.76 2.28 1.09 5.92* 1.13 0.88 
Red ribbon 
campaign 
1.52 3.31* 1.85 2.10 1.24 2.64* 1.11 1.99 
Lectures 0.98 3.58* 1.82 1.87 0.93 2.14* 1.80  1.05* 
 
a All significance values calculated using independent samples t-test 
*p ≤ 0.05  
 
 
HIV prevention activities in both intervention and comparison areas emphasized the importance of 
determining one’s HIV status by using local VCT services. Researchers asked club members if 
they had ever used VCT services themselves, or if they had recommended the services to others, 
including their peers and family members. Table 5 indicates that there were statistically significant 
increases in personal uptake of VCT among females in the comparison area, and in referral of the 
services to others among males in the intervention area.  
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Table 5  VCT attendance and referrals 
 Males Females 
 Intervention 
Luapula 
Comparison 
Northern 
Intervention 
Luapula 
Comparison 
Northern 
 Round 1 
n = 200 
Round 2
n = 280 
Round 1
n = 209 
Round 2
n = 269 
Round 1
n = 165 
Round 2 
n = 216 
Round 1 
n = 222 
Round 2
n = 218 
Been to a 
counseling 
center and tested 
16 18   9 14   8   7   4   10* 
Referred 
someone else for 
VCT  
33   51* 28 34 25 30 20 20 
 
*p ≤ 0.05 
 
 
Youth in both areas were encouraged to discuss topics related to HIV with their fellow club 
members and their peers outside the clubs. During the surveys, they were asked whether they had 
engaged in discussions on the topics of delaying sex (primary abstinence), stopping sexual activity 
(secondary abstinence), obtaining treatment for STIs, and getting and using condoms (Figure 2). In 
the intervention area, discussion of condoms and STI treatment increased significantly between 
rounds among both males and females, to levels much higher than the comparison area. 
(Discussions of primary and secondary abstinence also increased in the intervention area, but these 
had been lower than the comparison area prior to the training.) These increases were likely 
associated with the emphasis on outreach activities with non-club members in clubs in the 
intervention area, where youth received additional encouragement. Furthermore, as a result of their 
care activities, youth in the intervention area had more opportunities to engage in discussions with 
clients for whom they were caring, their family members and other community members. 
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 Figure 2   Outreach activities—youths who said that they discussed HIV- 
 related topics with club non-members 
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Involvement in HIV Caregiving Activities  
 
Although formative research indicated that the club members were enthusiastic about being trained 
as youth caregivers, youth highlighted cultural concerns about the suitability of young people, and 
especially boys, for some of the tasks under discussion. During the caregiver training sessions, 
trainers were careful to highlight these issues for discussion and to provide appropriate support to 
male and female youth.  
 
Before the care and support training intervention, caregiving activities were similar between males 
and females in Luapula and Northern provinces: approximately half of all club members reported 
that they had provided care to a family or community member with a chronic illness (a commonly 
used euphemism for suspected HIV or AIDS) during the preceding six months. Because of the 
changes in question wording (from chronic illness to HIV), precise significance values have not 
been calculated. Figure 3 indicates that while caregiving activities increased among all groups, the 
most striking changes were observed among youth in the intervention area, where youth had been 
receiving training and support to enhance their caregiving.  
 
 
Figure 3  Provided care during last 6 months  
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By the follow-up survey, club members in the intervention area reported that they conducted one to 
two visits per week to families affected by HIV and AIDS. Youth in Luapula reported caring for 
3.8–4.0 HIV-affected individuals and 4.0–4.7 orphans and vulnerable children during the preceding 
three months. In the comparison area, where caregiving activities were not actively supported, 
youths reported caring for fewer clients and OVC (Figure 4).  
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 Figure 4  Mean number of clients and OVC cared for in last 3 months at round 2  
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Youth in the intervention area receiving training in care and support reported that they had become 
more comfortable dealing with people living with HIV and AIDS, compared to untrained youth 
where little change was documented (Figure 5). During the dissemination of baseline results, some 
youths said that although youths felt generally comfortable caring for people living with HIV and 
AIDS, this might not hold once they were actually giving care, especially to those infected with 
tuberculosis. However, by the next round of dissemination workshops after the follow-up surveys, 
this concern was found to be overestimated: youths felt that the care and support training and the 
care kits equipped club members with the necessary skills and materials for giving care without 
placing oneself at risk. 
 
 
Figure 5  Reported comfort level with people living with HIV and AIDS 
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The purpose of the following section is to understand the effects of the caregiving intervention in 
Luapula, rather than to document a comparison with Northern Province. Care and support activities 
were not actively encouraged or supported in Northern Province, although a small number of 
youths there reported engaging in care activities. Therefore, results presented below focus on the 
trained youth caregivers in Luapula Province alone, to provide useful information on the nature and 
requirements of the intervention. 
 
 
Client needs 
 
The capacity-building and support needs for caregivers were determined mainly through the 
formative study. Researchers continually investigated the care and support needs of clients as the 
care and support services progressed, using feedback from the clients and the caregivers.  
 
Qualitative research with clients receiving the services provided by the youth caregivers indicated 
that they really appreciated help with their domestic chores, bathing, dressing wounds, referrals, 
transport to the clinic by bicycle, training family members, and counseling. Youth were generally 
perceived by clients to be respectful, well informed, highly skilled, and well trained. The youth 
caregivers’ skills in treating sores were particularly valued, because clients experienced less pain 
and could thus do more for themselves. However, both youth caregivers and clients reported 
dissatisfaction with the youth’s inability to meet material needs, including food, medicine, and 
general transportation.  
 
The caregivers helped by cleaning the sores, and they have healed. My problem is that I 
can’t afford to buy food and the necessary medicines. (Client, Mantumbusa)  
 
These findings were consistent with the results of the quantitative surveys with the youth 
caregivers, and were similar for males and females. Youth reported that the services that they were 
most able to provide help with were cleaning (86 to 88 percent), counseling (43 to 45 percent), and 
bathing/dressing wounds (47 to 52 percent). According to the youth caregivers, the remaining 
unmet needs of clients identified were felt to be food (72 percent), money (58 percent), 
drugs/medicines (53 percent), and transport (32 percent). Trained youth caregivers felt that they 
required additional training on counseling (58 percent), first aid (53 percent), nutrition (31 percent), 
and VCT (29 percent) to improve the services they provided.  
 
Contrary to early concerns that youths would only carry out tasks conforming to sociocultural 
gender norms, researchers found that male and female caregivers in the intervention areas provided 
similar kinds of caregiving services (Figure 6). Clients reported that the sex of their youth caregiver 
was not an issue as long as they could trust the caregiver to provide good services. One exception 
was bathing, which both youth and clients both agreed should be handled by a same-sex caregiver. 
For their part, youths said that the most important factor, transcending age and gender concerns, 
was to make clients feel comfortable about who is providing care to them. It was acknowledged 
that the more physically demanding tasks (e.g., digging the garden, cutting firewood, repairing the 
roof) should be reserved for male caregivers, while lighter domestic tasks (e.g., washing plates or 
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 clothes) are easier for girls to manage. Tasks generally agreed to be suitable for caregivers of both 
sexes included dressing wounds and general cleaning chores.  
 
Some [clients] worry about whether they are cared for by a boy or girl. But their main 
concern is whether we do the things that help them, not which sex we are. (Youth 
caregiver, Mabumba Community Club) 
 
There are certain tasks which must be done by same-sex caregiver such as bathing and 
sometimes dressing wounds. (Youth caregiver, Muchinka Youth Club) 
 
Clients reported that the youth caregivers visiting them were competent in their duties. Youth 
caregivers have provided basic training to their clients in how to care for themselves, for example, 
teaching them to better manage physical ailments (e.g., sores and rashes). Youth caregivers also 
encouraged and trained family members to perform some of these tasks, such as bathing and 
dressing wounds. These exercises built the capacity of clients and their family members and have 
increased the sustainability of the program. The visibility of the caregivers’ visits has also 
motivated others in the community, including other relatives and neighbors, to be more accepting 
and supportive of clients. 
 
We are teaching the families to care for patients. We monitor by watching if there is the 
right response to our teaching (Youth caregiver, Muchinka Youth Club) 
 
 
Figure 6  Care and support services provided by Luapula youth at round 2  
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Program responses 
 
Male and female caregivers alike appear to have been well received by the clients; trained youth 
caregivers reported that over the period of the intervention clients had become friendlier and 
requested more visits. Almost all (95 percent) youth caregivers reported a change in the attitudes of 
clients toward them, including becoming more friendly and trusting, and increased disclosure of 
HIV status (Table 6). 
 
 
Table 6  Changes observed among clients (of those who have observed change) 
Round 2 only Intervention males 
Luapula (n = 262) 
Intervention females 
Luapula (n = 193) 
More disclosure of HIV status 53 53 
More friendly 91 90 
Greater trust 19 12 
Request for more visits 49 59 
Introduced other clients 10   8 
 
 
Trained youth caregivers reported that they too experienced a number of benefits from being 
involved in caregiving activities, including achieving satisfaction from serving their communities, 
gaining the respect of communities and leaders, increasing their own knowledge and skills, 
undertaking income-generating activities, and achieving a new status that permitted access to 
institutions and services. Some individuals also said that the caregiving activities had provided 
them with the motivation to change their own sexual behavior, although little evidence of this was 
found among the group as a whole (see section on risky behaviors, page 35). However, despite the 
benefits of the program, some youths reported experiencing emotional distress when caring for 
people with needs that were beyond their capabilities, such as dealing with rejection and family 
disputes, funeral arrangements, or severe hunger. 
 
 
Meeting OVC needs 
 
The study originally focused on meeting the needs of clients, but trained youth caregivers soon 
began reporting that children of clients also required care and support. For the purposes of this 
study, we use the term OVC to refer to children who have lost one or both parents, or their primary 
caregiver. Most of the OVC cared for in this study were between 6 and 15 years old.  
 
Children and other dependents of clients were often found without food or other basic needs, 
providing care to sick household members, absent from school, or left on their own. As a result, the 
intervention was expanded to address OVC needs. The trained youth caregivers were encouraged 
to devise initiatives to involve OVC in recreational activities in an attempt to reduce their sense of 
isolation, to contact schools to make sure that their needs are recognized, and to make referrals to 
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 NGOs working with OVC in cases where additional support is required. Figure 7 indicates that the 
services most commonly provided by youth caregivers to OVC during the intervention were 
counseling, help with household chores, contacts with clinics and schools, and help with bathing 
and dressing. Small gender differences were observed in the types of services provided to OVC, 
with the possible exception that male caregivers were more likely to report making contacts with 
external organizations (NGOs, schools, clinics). 
 
 
Figure 7   Care and support services provided to OVC by trained youth caregivers 
 at round 2 (of youth who said they provided services to OVC) 
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Partnerships  
 
Partnerships with local community groups and institutions provided crucial elements of support 
and reinforcement to the activities of the youth caregivers. Local partnerships helped to address 
challenges experienced by youth caregivers, and provided support in problem-solving and 
community mediation. They also enhanced the credibility of the youth caregivers in the community 
by providing increased acceptance and support, which in turn reinforced youth motivation for their 
new responsibilities.  
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Figure 8  Partnerships between youth caregivers and other local bodies 
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As illustrated by the diagram above, the services of youth caregivers were linked by partnerships 
with local groups, some of which turned out to be mutually beneficial for both parties.  
 
In particular, the Catholic Diocese for many years worked through the hospital system to provide 
care for people living with HIV and AIDS, and by 2000 had recognized the need to provide home-
based follow-up care. That year, the Catholic Diocese began training adults in Mansa in home-
based care and became interested in working with youth as caregivers. This presented a natural 
opportunity for collaboration with the intervention study: adult caregivers in the Diocese home-
based care program teams were assigned to work with youth caregivers-in-training.  
 
Involvement of community leaders was particularly important during the initial stages of the 
program, to promote acceptance of youth caregivers, generate community support, and enhance 
access to people living with HIV and AIDS and existing community services.  
 
Headmen go ahead of time to inform the community of our care and support activities. 
(Youth caregiver, Mutiti Basic School Club) 
 
Our village head gives us protection and if a problem arises, he is there to solve it. (Youth 
caregiver, Kampampi Basic School Club) 
 
As intervention activities continued and clients began to speak highly of their contact with 
caregivers, youth caregivers gradually earned the respect of the communities in which they were 
working. 
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 We are no longer called Anti-AIDS club members but caregivers…. (Youth caregiver, 
Kabuta Basic School Anti-AIDS Club) 
 
The communities are changing and becoming more involved. They no longer chase 
caregivers away, they prepare food for us and sometimes donate things which we give to 
[clients]. (Youth caregiver, Mulilwa Community Club) 
 
Development of local partnerships was necessary to address challenges experienced by youth 
caregivers and enhance their credibility. Table 7 indicates the range of benefits achieved by 
community partnerships, as expressed in focus group discussions with youth, at stakeholder 
meetings, and at dissemination workshops. The broad reach of these partnerships helped to 
promote general community acceptance of and support for youth as caregivers. 
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Table 7  Benefits of partnerships 
Partnership with… Benefits 
 
Adult home-based 
care teams (Catholic 
Diocese Mansa, 
District AIDS 
Taskforce 
Nchelenge) 
 
• 
• 
• 
Provided supervision, monitoring, and psychosocial support to youth 
caregivers. 
Existing program framework enhanced potential sustainability of 
youth care and support program.  
Facilitated the identification of clients in need of services. 
 
Health centers and 
clinics 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
Trained youths gained knowledge of the services that they are 
promoting (e.g., VCT, TB treatment) and when to refer. 
Acceptance of youth caregivers by clinic staff enhanced the 
credibility of the youth caregiver program. 
Clinic staff referred clients to youth caregivers to meet appropriate 
care needs in community settings. 
Collaboration between caregivers and clinics enhanced the 
consistency of care messages through educational activities. 
Members of clubs linked to health centers were more able to gain 
access to testing and counseling services for themselves and for 
referrals.  
 
Community leaders Endorsement of program by community leaders enhanced 
community acceptance of youth caregivers activities. 
Access to leaders helped youth caregivers address conflicts that 
arose as a result of their activities. 
Well-respected community leaders were able to identify and refer 
new clients to youth caregiver services. 
Involvement of community leaders helped address community 
stigma. 
 
Clients living with HIV 
and AIDS and family 
members 
Responding to the opinions of clients living with HIV and AIDS 
expressed through support groups provides feedback that will 
improve the quality of services provided by youth caregivers. 
By working through support groups, clients can better organize 
income -generating activities, strengthen care activities, articulate 
their needs and advocate for community support. 
Educated and trained family members can become more accepting 
and take up some care responsibilities. 
Clients referred other clients to caregivers. 
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 Stigma 
 
During the period of this study, “red ribbon” stigma reduction campaigns were conducted in both 
comparison and intervention areas. Additional activities that addressed stigma in only the 
intervention area included the formation of support groups for people living with HIV and AIDS, 
specific advocacy activities conducted by trained youth caregivers to encourage support of AIDS-
affected families, involvement of village heads, educational activities by people living with HIV 
and AIDS in clinics and community, and increased visibility of the program in the targeted 
communities. 
 
Approximately one-fifth of youth in both study areas at baseline said that they felt that people 
living with HIV and AIDS were treated badly in the community. The most commonly cited 
examples of bad treatment were isolation and rejection, verbal abuse, rumors, and gossip, many of 
which were felt to be worse in the villages than the semi-urban areas. Even family members, 
friends and neighbors, and church and community members were named as potential sources of 
stigma. Children and family members of people living with HIV and AIDS were also subject to 
stigma. 
 
My family isolated me, they did not care either now or when I was in Lusaka. It is like a 
punishment. (Client, Lukakula village) 
 
Generally the appearance of our bodies—rash, being slim—causes people to laugh at us. 
(Client, Mansa) 
 
At baseline, 17 percent to 26 percent of club members in both areas felt that people living with HIV 
and AIDS in their community were treated badly, and there were no significant changes to this 
indicator at follow-up in either area. Most club members agreed that an HIV-positive man was 
treated no better or worse than an HIV-positive woman. Most club members agreed that AIDS 
orphans were treated no better or worse than other orphans in the community.  
 
Almost all indicators used to measure stigmatizing attitudes showed high levels of acceptance of 
people living with HIV and AIDS by youth in both study areas and survey rounds, with no gender 
differences, and this was neither increased nor eroded at follow-up. Most youths in both areas said 
they would feel comfortable shaking hands with, using the same plate as, or working with people 
living with HIV and AIDS.  
 
The only indicator of stigma that differed between comparison and intervention areas was the 
question of whether youth felt that people living with HIV and AIDS deserved compassion. In the 
intervention area, where youth had close contact with people living with HIV and AIDS, 90 percent 
felt that people living with HIV and AIDS deserve compassion, maintained at 91 percent at follow-
up. However, among youth in the comparison area, this indicator dropped from 79 percent to 67 
percent (p < 0.05).  
 
If we laugh at the PLHA we may be laughing at ourselves. (Youth caregiver, Muchinka 
Youth Club) 
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Regular visits to client households by willing and enthusiastic youth caregivers appeared to be an 
important factor in contributing to changing the attitudes of people living with HIV and AIDS and 
their family members toward the caregivers and to encouraging family members to care for people 
living with HIV and AIDS. 
 
Survey respondents in the intervention area reported significant declines in community stigma 
compared to the comparison area. Respondents reporting that families losing members to AIDS 
were treated worse than others dropped from 21 percent to 9 percent (p < 0.05), while no similar 
change was recorded in the comparison area (baseline 25 percent, follow-up 21 percent). 
 
During focus group discussions and support group meetings, people living with HIV and AIDS in 
Luapula indicated that they felt that their overall situation had gotten much better during the course 
of the intervention, that in the past they had felt isolated from community activities and people used 
to be afraid of them and would not buy things from them at the market. However, with frequent 
visits from the youth caregivers, they felt that stigma was declining, their health and physical 
appearance were improving, and family members were increasingly accepting of them and aware 
of their needs. During focus groups, clients also reported that the churches were beginning to be 
supportive and that people in the community were changing their attitudes. They reported that 
caregivers have helped them to reclaim their dignity and brought back lost love from family. This 
in turn enables them to cope better with the lower levels of stigma that still persist.  
 
Our community is beginning to accept PLHA since youth caregivers starting visiting; they 
are not as fearful as before. (Client, Kale Community) 
 
We have noticed that family members are beginning to take more interest in caring for 
relatives with HIV/AIDS. (Youth caregiver, Mantumbusa Community Club) 
 
Before my niece became a caregiver, I was isolated and abused by my sister, but now she 
has made her mother accept me. (Client, Kabende village) 
 
 
Perceptions of risk, vulnerability, and responsibility 
 
Youths were questioned about their perceptions of vulnerability to and responsibility for HIV. 
Survey questions covered young people’s attitudes about HIV risks generally and questions about 
each individual’s self-perceived risk. 
 
At baseline, most males and females in both areas believed that females are more vulnerable to 
HIV infection than males. Figure 9 indicates that by the follow-up survey, the prevalence of this 
belief increased significantly among males and females in the intervention area, but no statistically 
significant change was observed among the comparison group. However, during the local 
dissemination workshops, it became clear that young people had a limited understanding of the 
concept of vulnerability, which they explained mainly by biological factors. The need to take into 
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 account the social dimensions of vulnerability of females was discussed only after prompting by 
research staff.  
Figure 9  Percentage of youth believing that females are more vulnerable to HIV 
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When respondents were asked who was responsible for spreading HIV infection, the typical 
response in both intervention and comparison provinces was for more males to perceive females as 
responsible, and for more females to perceive males to be responsible, as shown in Figure 10, with 
little change between rounds. When these findings were discussed at data interpretation workshops 
in the communities, some youth attributed the gender differences in perceived responsibility for 
infection to the lack of trust that characterizes relationships between men and women in general, as 
well as between young people. 
 
 
Figure 10  Perceived responsibility for spreading HIV, Luapula Province at follow-up  
 
Responses from males Responses from females 
Males are
responsible
Females are
responsible
Dont know
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When youth were asked whose responsibility it was to provide a condom, the predominant 
response from males and females in both study areas at baseline was males (71 to 84 percent of 
responses). However, by the follow-up survey in the intervention area, the frequency of this 
response dropped significantly among respondents of both sexes (54 percent to 58 percent of 
responses), as youth increasingly recognized that supplying condoms could be the responsibility of 
either the male or female partner. Smaller changes in this indicator were observed in the 
comparison area (68 to 69 percent of responses). Figure 11 illustrates the example of the changes in 
the responses to this question among females in the intervention area; similar patterns were 
observed among males. 
 
 
Figure 11   Perceived responsibility for providing a condom, among females in 
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Individual risk self-perception 
 
Youths were asked to characterize their perceptions of their own personal risk of contracting HIV 
infection. Figure 12 illustrates the significant changes in the distribution of risk perceptions 
between the four categories (no risk, small risk, moderate risk, great risk) among males in the 
intervention area, but similar patterns were observed among females and males in both the 
intervention and comparison groups. In all groups, youth considering themselves to have no risk of 
HIV infection declined, and youth considering themselves to have a “small” risk of HIV infection 
increased. Bivariate analysis indicated that these changes were only significant in the intervention 
area (Figure 13): males believing that they were not at risk of infection dropped sharply from 76 
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 percent to 31 percent (p < 0.05); among females, the drop was from 89 to 41 percent (p < 0.05). 
Smaller declines were apparent in the comparison area, where youth also received prevention 
training (males: 61 percent to 51 percent; females: 67 percent to 62 percent, NS). Discussion at the 
dissemination workshops suggested that the greater changes in risk perception in the intervention 
area may be attributed to respondents’ enhanced awareness of the consequences of HIV through 
increased contact with people living with HIV and AIDS, some of whom were close to their own 
age. 
 
 
Figure 12  Perception of individual HIV risk among males in the intervention area 
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Figure 13  Youth who believed that they were not at risk of HIV infection 
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Risky Behaviors 
 
As with many young people, respondents in this study indicated that peer pressure is an important 
influence on risk behaviors, including consumption of intoxicants and having a boyfriend or 
girlfriend. Survey respondents were asked about their exposure during the three months preceding 
the survey to substances that could influence their risk behaviors. Reported drug use among club 
members was found to be uncommon, although many respondents noted that they knew of 
individuals among their peers who used marijuana, glue, or mandrax. Reported alcohol use in the 
intervention and comparison areas was 16 to 24 percent among males and 3 to 10 percent among 
females, with no significant changes between rounds. 
 
Youth were questioned about whether they had been forced or pressured by their peers to do 
anything that they did not want to do. “Forced” in this context refers to the combined effects of 
peer pressure, which may take the form of coercion or strong influence, as well as the threat of 
violence. The most common responses for activities that youth of both sexes reported being 
“forced” into were drinking, having sex, and having a boy/girlfriend. Comments from the 
dissemination workshops revealed that many youths, especially young women, believe that they do 
not have the right to say no to sex. Young women in particular perceive that they have little control 
over their rights. They described the perception that when a girl says no to sex, she is really saying 
yes, so men do not think they are really forcing her. Additional pressures are faced by orphans who 
are kept by relatives who may take advantage of them. Participants also mentioned examples of 
girls being abducted and forced to have sex, which is typically kept quiet by the family. 
 
Both males and females mentioned the exchange of sex for gifts as an added pressure on young 
people, allowing them to acquire food or money for their family or luxuries (such as body lotion) 
for themselves (Table 8). For example, between 8 and 16 percent of females reported that they had 
received gifts from someone who was trying to convince them to have sex. Researchers were 
particularly surprised by the high frequency of males reportedly receiving gifts to pressure them 
into having sex (between 6 and 12 percent), which was corroborated by participants in the 
dissemination workshops who cited examples of boys pressured into sex with older women, often 
businesswomen (see quotes below). Between 18 and 34 percent of young males indicated that they 
had given gifts to someone to have sex with them, and this was very uncommon among young 
women. The use of the threat of physical violence to pressure someone into having sex was 
reported by up to 11 percent of young women.  
 
35 
 Table 8  Peer pressure and exchange of gifts for sex a 
 Males Females 
 Intervention 
Luapula 
Comparison 
Northern 
Intervention 
Luapula 
Comparison 
Northern 
 R 1 
n = 200 
% 
R 2 
n = 280 
% 
R 1 
n = 209 
% 
R 2 
n = 269 
% 
R 1 
n = 165 
% 
R 2 
n = 216 
% 
R 1 
n = 222 
% 
R 2 
n = 218 
% 
Has been 
pressured to do 
something they 
did not want to 
do 
34 35 45 54 38 44 30 45 
Has received 
something that 
was given in 
exchange for 
sex 
  6   9 11 12 16 13 13   8 
Has given 
something to 
someone so 
they would 
have sex  
34  23* 23 18   1    2b   1   3 
Has had sex 
when someone 
was physically 
forcing, hurting, 
or threatening 
them 
  4  6   4   7   7 11   8   7 
 
 
a Due to skip pattern differences in Rounds 1 and 2, percentages are all based on the total denominator.  
b Fishers exact test used. 
*p ≤ 0.05 
 
 
Qualitative research and comments at the stakeholders’ meetings and dissemination workshops 
revealed that many community members and youths perceive the pressure on young people to have 
sex in exchange for gifts to be a common and underreported problem, due to the extent of the 
poverty in the area. Youths explained that sex might commonly be rewarded by transport, money, 
food, assistance with schoolwork, or photos. The request may not be explicit, but often follows the 
presentation of a gift, when implied payment is requested.  
 
Many girls lack the things they need, so they agree to have sex in exchange for these 
things. (Youth caregiver, Mansa High School Anti-AIDS Club) 
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I had two girl friends, but loved the one who gave me things. (Youth caregiver, Muchinka 
Youth Club) 
 
Youths reported that some young people have sex with the adults who are providing them with 
food or lodging. Discussions with club members highlighted the potential vulnerability of orphans 
to forced sex and the need to consider forced sex within the extended family. These pressures are 
not limited to girls: boys may also be pressured to exchange sex for gifts, although to a lesser 
extent than girls.  
 
There are rich sugar mums who give expensive gifts, and then demand for sex.  
(Youth caregiver, Mansa High School Anti-AIDS Club) 
 
Ladies want fancy things, but they have no money and ask the shop owner to exchange 
goods for sex. (Youth caregiver, Muchinka Youth Club) 
 
It is not normal for girls to propose to boys, so they may use gifts as an enticement.  
(Youth caregiver, Mabumba Community Club) 
 
Youths were also asked about the age difference between themselves and their sex partner, in order 
to identify cross-generational relationships that may place young women at greater risk of HIV 
infection, due to their exploitative or transactional nature and inherent power imbalances. In both 
surveys, only a small number of sexually experienced youths reported having had sex with an adult 
at least five or ten years older. However, participants at the dissemination meeting revealed that 
estimating the age of an older sex partner age was particularly difficult for young people, and 
asking directly would be unusual, especially in the context of casual sex. They believed that many 
young people who have had sex with older adults would not be able to tell their age.  
 
 
Reported sexual activity 
 
Interviews conducted face-to-face regarding sexual behavior may be subject to compromises in 
validity, since they are vulnerable to typical peer pressure patterns among youth: young men may 
be prone to boasting and exaggeration, while young women may be reluctant to admit sexual 
activity at all for fear of being labeled promiscuous. The trends that lead young people to either 
overreport or underreport sexual activity were openly described by respondents during the data 
dissemination workshops, and were felt to be particularly influential in the more rural areas. 
 
A girl could be considered to be a prostitute if she says she has had sex, so she would keep 
it to herself. (Youth caregiver, Mabumba Community Club)  
 
It is not so [the low number of females who report having had sex], it is just that girls are 
shy to say that they have had sex. (Youth caregiver, Muchinka Youth Club) 
 
In order to be sensitive to local terms and traditions, the interviewers conducting all of the surveys 
were local people who had been specially trained for this purpose. However, this had an unforeseen 
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 effect: interviewees feared that they might run into or be recognized at a later date by the 
interviewers, who might remain in their local area, thus introducing an additional inhibition to their 
responses on sexual behavior. 
 
There were slight variations in mean age limit comparability between the intervention and 
comparison groups; for this reason, the sexual behavior data analyzed in the sections that follow 
are based on age-stratified categories. 
 
Figure 14 below illustrates the patterns of reported sexual activity among young men and women in 
both study provinces. Among all young men, between 15 and 23 percent of survey respondents 
reported that they had never had sex, and a further 42 to 57 percent of young men had previously 
had sex but not within the last three months. Combining these groups, between 59 and 79 percent 
of young men reported no sexual activity during the last three months. 
 
Reported levels of sexual activity among young women were, as expected, even lower. Between 49 
to 64 percent of young women said that they had never had sex, and a further 26 to 35 percent said 
that they had previously had sex but not within the past three months. Combining these groups, 
between 81 to 91 percent of young women reported no sexual activity during the last three months.  
 
Although some of these distribution patterns changed significantly between rounds, the magnitude 
of these changes was small, with low programmatic applicability. In addition—as noted in the 
methodological caveat earlier—it is not possible to distinguish genuine change in behavior from 
change in comfort level reporting true sexual activity to the interviewer, and the possibility of 
confounding by religion or other factors cannot be ruled out. Overall, these results indicate low 
levels of sexual experience and recent sexual activity among male and female club members. 
 
 
38 
Zambia Youth C&S Final Report 
Figure 14  Reported sexual activity  
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Table 9 shows the results of logistic regression odds ratios analyses on the sexual behavior data,  
controlling for age. It indicates that between rounds, females in the intervention area became 1.59 
times more likely to report ever having had sex than at baseline. When controlling for age among 
males in the intervention area however, logistic regression odds ratios indicated that they were 0.57 
times less likely to say that they had ever had sex at follow-up than at baseline. Logistic regression 
results in the comparison province indicated that the likelihood of ever having had sex for both 
males and females was unchanged between rounds. This analysis also confirms that there were no 
significant changes between rounds among youth reporting having had sex within the last three 
months. Contrary to expectations, membership of a club with a care and support training program 
did not affect reported sexual activity. 
 
 
Table 9   Logistic regression odds ratios (OR) indicating probability of change in 
  sexual activity between rounds, controlling for age 
Males Females 
Intervention 
Luapula 
Comparison 
Northern 
Intervention 
Luapula 
Comparison 
Northern 
 
OR n OR n OR n OR n 
Round   0.57* 0.92  1.59* 0.75 Ever had 
sex 
Age  1.38* 
477 
 1.28* 
477 
 1.36* 
376 
 1.57* 
434 
Round 1.15 1.11 1.60 0.97 Had sex in 
last 3 
months Age  1.12* 
479 
 1.30* 
477 
 1.19* 
380 
 1.35* 
440 
 
*p ≤ 0.05
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 Number of partners 
 
As indicated in Figure 14, between 21 and 41 percent of the young men and 9 to 19 percent of 
young women said that they had had sex within the last three months. Figure 15 shows the number 
of reported sexual partners of youth reporting sexual activity during the last three months. By far 
the majority of these respondents reported only one sexual partner during the three-month period, 
and there were no significant differences in mean values between rounds. Among the young men, it 
is of concern that a few reported having three or more sexual partners during the three-month 
period. 
 
 
Figure 15   Reported number of sexual partners during last 3 months, of youth who 
  had sex during last 3 months 
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Condom use 
 
Youths who reported that they had had sex were asked about their use of condoms. Figure 16 
below indicates significant increases in ever-use of condoms among those who reported ever 
having had sex among males and females in the intervention area: from 61 to 81 percent of young 
men, and from 66 to 81 percent of young women. Meanwhile, in the comparison area no significant 
changes were detected among males or females. During local dissemination workshops, club 
members indicated that continuing supply problems affect youth’s ability to obtain condoms in 
these areas.  
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Figure 16   Ever-use of condoms among youth who reported ever having had 
  sex 
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We now know how to use condoms. (Youth caregiver, Mabumba Community) 
 
We have the knowledge of the value of condoms. (Youth caregiver, Mansa High School 
club) 
 
Youths who reported that they had used a condom at least once were asked if they had used a 
condom at their last sexual encounter. Between 80 and 90 percent of the young men and women in 
both study provinces who said that they had ever used a condom reported that they had used one at 
the last time they had sex. No significant changes over time were detected among youth of either 
sex at either study site.  
 
Logistic regression analysis (shown in Table 10) was consistent with the results above, confirming 
that even when controlling for age differentials, the likelihood of having ever used a condom was 
greater in the second round only for the intervention group. Furthermore, it also indicated that 
“condom use at last sex” became less likely as the respondents increased with age. This may be an 
indication that while sexually experienced youth in Luapula became more experienced with having 
used or tried condoms; this did not necessarily result in more frequent condom use. This may be 
the result of the youth developing more stable or intimate relationships as they mature, thereby 
possibly dropping condom use at later ages.  
 
The study team tried to ensure that youth knew where to access condoms locally, and at each site 
visit tried to bring condoms directly to club members, for their own use and for outreach activities. 
The main local sources of free condoms was the local health clinic/s, but many young people felt 
uncomfortable going to a clinic, where the condom supply could not even be relied upon due to 
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 frequent stock-outs and unwelcoming staff who were reluctant to provide condoms to young 
people. Condoms were also available through the supermarket, local markets, and social marketing 
outlets (Society for Family Health). 
 
 
Table 10   Logistic regression OR indicating probability of change in condom use 
between rounds, controlling for age 
  Males Females 
  Intervention 
Luapula 
Comparison 
Northern 
Intervention 
Luapula 
Comparison 
Northern 
  OR n OR n OR n OR n 
Round 2.42* 1.42 2.18* 1.56 Ever used a condom  
(of those who have 
ever had sex) Age 1.16* 
403 
1.33* 
368 
1.05 
171 
1.30* 
175 
Round 1.60 0.65 2.47 0.71 Used a condom at last sex (of those who 
have ever used a 
condom) Age 0.80* 
290 
0.87* 
218 
0.83 
126 
0.89 
  93 
 
*p ≤ 0.05 
 
 
Reported behavior change 
 
During the baseline survey, respondents were asked if they felt that they had changed their 
behavior since hearing about HIV and AIDS. At the follow-up survey, the wording in the question 
was made more specific: youth were asked if they had changed their behavior since joining an anti-
AIDS club (thus, precise significance values have not been calculated). At the dissemination 
workshops, the participants explained that being a member of an anti-AIDS club was a great 
motivation for behavior change and that the behavior of club members was qualitatively very 
different from that of their non-club member peers.  
 
Overall, levels of reported behavior change were varied. Some of the more common ways in which 
youth reported that they had changed their behavior since hearing about HIV and AIDS were that 
they had stopped having sex, started using condoms, or reduced the number of sexual partners. 
These trends were reported in both intervention and comparison areas even before the start of the 
training.  
 
Table 11 indicates striking increases among youth who reported beginning condom use and those 
reporting that they had confined sexual activity to one partner since learning about HIV and AIDS. 
These reported changes in behavior may not be consistent with the sexual activity data reported 
above due to the lack of a specific time frame used in this question. Although these data may not 
always reflect the same trends as the sexual behavior indicators above, they may represent 
respondents’ intentions to change and improved prevention awareness. If this is the case, messages 
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regarding abstinence and monogamy appeared to resonate strongly with the respondents, and 
reportedly stopping or delaying sex was higher in Northern Province. 
 
During the period of the intervention, there was an increase among males and females in the 
intervention area who reported asking their partner to be faithful, indicating enhanced partner 
communication (Figure 17), while youth in the comparison area remained virtually unchanged in 
this regard. 
 
After being taught about the dangers of AIDS, we decided to stay away from those 
behaviors. (Youth caregiver, Mansa High School Club) 
 
We are now educated, and we are taking precautions to avoid the virus. (Youth caregiver, 
Mansa High School Club) 
 
There is a change in our sexual behavior since we have seen the dangers of HIV/AIDS, and 
some of us have gone for VCT. (Youth caregiver, Mansa High School Club) 
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 Table 11  Reported behavior change  
 Males Females 
 Intervention 
Luapula 
Comparison 
Northern 
Intervention 
Luapula 
Comparison 
Northern 
 R 1* 
n = 200 
% 
R 2** 
n = 280 
% 
R 1* 
n = 209 
% 
R 2** 
n = 269 
% 
R 1* 
n = 165 
% 
R 2** 
n = 216 
% 
R 1* 
n = 222 
% 
R 2** 
n = 218 
% 
No behavior 
change 
  1.5     1.4   0.0    1.1 1.9     4.7 2.8 6.0 
Didnt start 
sex 
13.0   14.0 28.4  13.9 42.2   32.9 41.3 30.3 
Stopped all 
sex 
26.5   19.8 47.5  54.9 23.6   22.7 45.4 59.2 
Started using 
condoms 
28.6   58.6 27.5  44.7 6.8   38.4 9.6 26.6 
Restricted to 
one partner 
36.0   38.5 26.0  34.6 19.4   30.6 17.9 28.0 
Reduced 
number of 
partners 
12.0   16.2 10.8  16.2 4.3     9.3 7.4 7.8 
Asked 
partner to be 
faithful 
   3.0   14.0 7.8    8.3 0.6     4.6 6.9 5.0 
Other 12.1   12.6 16.6  15.1 12.4     9.7 29.4 12.8 
 
*Round 1: behavior change since hearing about HIV/AIDS 
**Round 2: behavior change since joining anti-AIDS club 
 
 
Figure 17  Youth who reported that they asked partner to be faithful 
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Conclusions 
 
 
This study demonstrated that trained youth caregivers were able to meet a range of client and OVC 
needs, to the satisfaction of their clients, and that their efforts may be laying the foundation for 
decreased isolation and stigmatization of AIDS-affected families. Despite the limitations of the 
study design, which required researchers to use a comparison group rather than a strict control, the 
study findings suggest how youth can be empowered to confront the realities of HIV in their own 
lives and communities, while simultaneously serving as a valuable resource to people in their 
communities who are living with HIV and AIDS.  
 
 
Trained youth were well suited to serve as caregivers.  
 
Club members were highly suited to the role of “caregiver” because they were keen to volunteer, 
enthusiastic about learning and implementing new skills, and knew their communities well. 
Flexible, literate, and knowledgeable about HIV and AIDS, the youths were easy to train and 
accommodating in terms of their availability and the types of work they did. Youth caregivers 
showed impressive openness to networking and collaborating with other community care 
resources. 
 
 
OVC emerged as a key concern, to which trainers and youth responded.  
 
Caregiver training and support were modified in light of the discovery that one of the ways in 
which youth could best provide reassurance to their clients was to also offer services to their 
dependents. Youth caregivers ran recreational activities for OVC to reduce their sense of isolation 
and forged connections with local schools, clinics, and NGOs providing services to OVC. 
 
 
Regular caregiving visits by youth were associated with a reduction in 
community stigma. 
 
Regular visits to households of people living with HIV and AIDS by willing and enthusiastic 
trained youth caregivers appeared to be an important factor in contributing to changing attitudes 
among family and community members.  
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 Youth caregivers can address the concerns of family members and build 
their capacity to provide care to people living with HIV and AIDS.  
 
Encouraging family members to provide care is important to the emotional well-being of people 
living with HIV and AIDS. When families provide care themselves, services are sustainable and 
stigma is likely reduced.  
 
Innovative interventions can be implemented even in remote locations.  
 
This study demonstrated that youth and community groups in relatively isolated rural and semi-
urban areas can provide positive and enthusiastic responses to interventions and show high levels 
of participation. There is great demand for more activities to be conducted in locations far from the 
bigger and more urbanized areas, where many interventions are already in place. 
  
 
Community involvement and partnership are essential.  
 
Involving community leaders is vital to the acceptance and success of the activities of youth 
caregivers. Partnerships with local institutions extend the scope of services beyond what youth can 
provide alone, legitimize youth caregiver services, and increase all partners’ understanding of each 
other and the ways in which they can meet the needs of clients and OVC.  
 
 
Training that addresses gender concerns can make a difference.  
 
Despite initial fears, after appropriate training, young women and men successfully overcame 
gender concerns to provide a range of services that were well received by their clients. 
 
 
Effects of the intervention on sexual behavior were limited.  
 
The extended contact between clients and trained youth caregivers during the short period of this 
study was associated with low-magnitude changes in condom use. 
 
This study has clearly shown that involving youth in care and support activities provided an 
inexpensive method for providing much-needed care services for people living with HIV and 
AIDS. With appropriate training and back-up, young people can serve as a resource to their own 
communities, provide a service that is genuinely appreciated by their clients, and even have an 
wider-level impact on mitigating stigma in the community.  
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Recommendations and Next Steps 
 
 
Horizons and partners are currently implementing an 18-month program to mobilize local 
resources and promote local management. The goal is to transfer ownership of the program to the 
community to sustain youth involvement in care and support activities. A particular focus of the 
continuing study is to further strengthen local partnerships and expand network linkages to promote 
community ownership and sustainability. Implementation partners, including Catholic Relief 
Services and the Mansa Catholic Diocese, continue to adapt the project for scaling up in other 
communities in Luapula and Northern provinces. 
 
We offer below some of the key practical recommendations based on the lessons learned during the 
course of this study for other organizations looking to replicate or scale up this model of training 
youth in care and support, and also for related programs training youths in HIV prevention. 
 
 
Care and Support Interventions 
 
• Involve community leaders to promote acceptance of youth caregivers, generate community 
support, reduce stigma, and enhance access to existing community services that provide 
support to people living with HIV and AIDS. Involving village heads and traditional 
community leaders is necessary to earn community respect.  
 
• Clearly articulate and communicate the range of needs that youth caregivers are equipped to 
meet. The limitations of caregiver capabilities must be clearly communicated to clients and 
caregivers to avoid raising false hopes and expectations of receiving food or medicines or 
placing demands on caregivers that they are not equipped to meet.  
 
• Institute ongoing monitoring and training to strengthen capacity and improve services provided 
by youth caregivers. Youth caregivers may require psychosocial support to address stress and 
burnout. Support for ongoing monitoring and training can be enhanced by local partnership. 
 
• Provide bicycles to help youth visit isolated clients living in remote areas and transport them to 
clinics. Use and ownership of and maintenance responsibilities for the bicycles must be clearly 
defined and agreed upon before they are introduced. 
 
• Replenish consumable supplies in the care kit on a regular basis. Meeting this need reaffirms 
the value of caregiver activities and builds their confidence. 
 
• Address cultural concerns about gender-appropriate behaviors during the initial stages of 
training by promoting discussion among youth and identifying barriers that can be overcome. 
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 • Establish formal and informal collaborations and partnerships to improve access to treatment 
for clients seeking medical attention and for others seeking VCT, and improve caregiver 
knowledge of when and how to make referrals. Partnerships with local institutions, including 
HBC and OVC programs, can help to address the range of needs of clients and their families.  
 
• Involve people living with HIV and AIDS in the design of care and support programs, offering 
individuals the opportunity to articulate their own priorities and needs to thus increase the 
acceptance and coverage of community care and support activities. PLHA involvement is 
feasible in isolated rural areas, even where community stigma is high. 
 
• Promote local ownership and management to take the program beyond the research phase and 
to promote sustainability and continuity. Instrumental to this process is identifying 
opportunities and strategies for partnership and integration of youth care and support activities 
into existing or planned programs.   
 
 
Prevention Interventions 
 
• Help young people to appropriately determine their personal risk of HIV and AIDS. Programs 
working with young people often focus on ensuring that they are aware of HIV and AIDS and 
know the facts about transmission, without necessarily ascertaining that they understand how 
these facts relate to their own lives. Even young people who are well informed about the 
general facts of HIV prevention can believe that they are personally immune from infection 
when it comes to assessing individual risk. Effective strategies are required to enable young 
people to appropriately determine their personal risks of HIV infection and to sustain 
protective behaviors, in ways that recognize gender vulnerability and cultural realities. 
 
• Increase understanding of the social context of vulnerability of young people. Programs 
targeting young people need to go beyond increasing knowledge about transmission routes, to 
increasing young people’s awareness of how social and cultural factors increase their 
vulnerability or limit their ability to adopt protective behaviors. Recognition and discussion of 
difficult issues such as intergenerational sex, exchange of gifts and money for sex, and forced 
sex are also important in ensuring that programs for young people address all aspects of their 
vulnerability.  
 
• Address gender stereotypes and mistrust in relationships. Young people of both sexes often 
blame each other for the spread of HIV because of a general feeling of mistrust in 
relationships. Gender stereotypes, which particularly prevent females from taking greater 
initiative to protect themselves, need to be addressed. There is an urgent need to find ways of 
building trust and responsibility for HIV prevention between young people in a relationship.  
 
• Increase access to condoms for sexually active youth in rural areas. Access to condoms in rural 
areas remains a barrier to adequate condom use for sexually active young people. Even in areas 
where condoms are available and affordable, young people often do not feel comfortable about 
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obtaining them from places such as rural health centers often because of opposition from 
adults. Condom promotion must be sensitively targeted to young people who need them, 
especially those who are sexually active. Because of the problems of access and resistance to 
condoms in some settings, and the importance attached to abstinence, effective strategies to 
promote and sustain abstinence are vital complements to condom promotion strategies as part 
of a comprehensive prevention program.  
 
• Ensure youth are able to care for people living with HIV and AIDS safely, even as part of 
prevention efforts. Young people who are well informed about HIV and AIDS know that they 
cannot contract HIV by casual contact. However, there is a gap between this knowledge and 
the reality of caring for someone who has AIDS. While many youth programs focus on 
prevention alone, the reality is that many young people are caring for people living with HIV 
and AIDS in their own homes and communities, and questions of safety cannot be ignored. It is 
important that youth prevention programs in high endemic areas combine prevention and care 
to ensure that youth caregivers are not at risk of contracting HIV or other infections.  
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